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Wound Management Full Clinical Guideline 

 

Reference no.: CG-T/2014/069  

 

1. Introduction 

It is estimated that the cost to the NHS of caring for patients with wounds is 8.3bn  per year14  

treating 3.8 million patients this has increased 71% in the number of wounds between 2012/13 

and 2017/18. There has also been a significant shift in the age of patients with wounds has changed 

with 67% of patients with a wound is now below 65 years old, the consequences of this to the 

working age patients can be substantial.  

 

2. Aim and Purpose 

These guidelines are designed to support the standardisation of assessment, management and 

evaluation of wound care whilst promoting best clinical practice and outcomes for patients 

presenting with wounds with in the Trust. They apply to all healthcare clinicians working within 

the Trust who provide wound care to patients with acute or chronic wounds. This is a general guide 

to be followed in conjunction with the clinician’s clinical judgment for each individual case.  

Each clinician should be able to: 

• Begin the assessment process and complete the appropriate documentation. 

• Initiate appropriate treatment or management and topical antimicrobial depending on signs 

and symptoms of the wound. 

• Rationalise and ensure the appropriate use of dressing resources. 

• Make timely referrals to the appropriate specialists when required.  

• Implement appropriate interventions / precautions to ensure the safety of the patient at all 

times. 
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3. Definitions, Keywords 

Healing time - The exact period of time in which a wound is expected to heal cannot be defined 

as this is dependent on many factors; this includes size, depth, general health and well-being of 

the individual patient. 17 

Wound - A break in the skin surface which initiates a process of repair.1 

 

Simple / acute / uncomplicated wounds - Includes wounds that progress through the normal 

phases of the repair / healing process in a timely period.17  

Chronic wounds - Wounds that are non-healing or delayed in healing are classified as chronic 

once they are present for four weeks or longer. 2, 3, 17  

Complicated/complex- wounds that are complicated by an underlying disease process i.e. poor 

circulation, diabetes and auto-immune diseases. The amount of tissue loss, exposure of 

underlying structures (bone, tendon and muscle, infection), overall poor health and side effects 

of medications will also contribute to complications and delays to healing 2,18 

Infection – Wound infection occurs when micro-organisms cause damage to body tissues, either 

by their presence or through the production of poisonous substances (endo and exotoxins). 

Bacterial loads of >105 organisms per gram usually results in an infection. 

MRSA – Methicillin Resistant Staphylococcus Aureus 

NPWT – Negative Pressure Would Therapy (also referred to as the brand name ‘V.A.C’).  

4. Clinical guidelines for wound management  

4.1     Principles of wound healing 

The maintenance of a moist wound healing environment is advocated in the vast majority of 

cases.15, 17 The exceptions being in the case of an ischaemic wound which would be kept a dry 

and managed conservatively until the vascular status can be restored or a dry gangrenous 

wound where auto- amputation is the objective. 

Treatment and management regimes should address the issues identified in the holistic 

assessment process.17 Management of systemic factors is often more important than local  
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Wound care. The use of any dressing in wound care is of little value unless all factors that may 

affect wound healing have been identified and addressed.15, 17   

Wound healing is a dynamic process; on-going evaluation is required in order to detect changes 

in a timely fashion in order to implement appropriate interventions.17   

 

4.2 Patient Involvement 

The treatment goals should be agreed with the patient following assessment.17 Staff will 

provide patients with verbal, and where appropriate, written information regarding their 

wound management plan and progress at initial and subsequent wound assessments.  

 

4.3 Best Practice Standards in Optimising Wound Care 13 

Chronic ulcers admitted to acute setting 

 Patients admitted with wounds such as chronic leg ulcers or pressure ulcers should have their 

District Nurse/ carers contacted for treatment plans and relevant history. Also to establish if there 

have been any specific issues relating to wound healing which need to be monitored or addressed. 

Unconfirmed aetiology of a wound 

Where a diagnosis has not been confirmed appropriate clinical investigations should be arranged 

to confirm the aetiology of the wound. Refer to the Leg Ulcer Pathway in the Wound Management 

Care Pathway for appropriate referrals as these should be made in order to determine 

appropriate care/ treatment. See attached referral guidance check list. (Appendix 1) 

Compression Bandaging 

If a patient is admitted with a leg ulcer / compression bandaging and the reason for their 

admission is unrelated to this and there is no suspicion of infection, the compression bandages 

can be left intact for up to 24 hours ( if limb(s) offloaded) and the District nurse contacted for 

relevant history. Please also see Leg ulcer guidelines: https://derby.koha-ptfs.co.uk/cgi-

bin/koha/opac-detail.pl?biblionumber=1059&query_desc=kw%2Cwrdl%3A%20leg%20ulcer  

 

https://derby.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=1059&query_desc=kw%2Cwrdl%3A%20leg%20ulcer
https://derby.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=1059&query_desc=kw%2Cwrdl%3A%20leg%20ulcer
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Closed surgical incisions  

Please see “the care of a patient with a surgical wound care plan” found on Net-i, under Corporate 

nursing - scroll to clinical and quality documentation there are folders with clinical care plans 

scroll to general surgery to this care plan.  

Wound Debridement for complex wounds and pressure ulcers.  

RDH and FNCH have a pressure ulcer debridement pathway for all large complex category 3 and 

category 4 pressures (Appendix 2). However, the first referral should to be to Tissue Viability for a 

holistic assessment and long term management plan.   

For patients located on Burton sites chronic ulceration can be referred as with community 

patients and acute patients will need urgent review by on site surgical team.  

Patients presenting with other wound types such as necrotising fasciitis (likely presenting as a 

rapidly spreading deep purple rash) should be reviewed urgently by the on call surgical team for 

debridement and the infection control policy followed.   

Management of open and closed haematoma’s  

In high risk patients, a haematoma is a severe, acute wound which needs prompt action to   stop 

the bleeding, reduce the extent of tissue loss and reduce the risk of systemic infection and sepsis. 

Haematoma’s can present as a bruise but also as painful, spongy, rubbery, lump like lesions; which 

can be small or large; deep within the tissues or just under the surface of the skin. Without 

affective management a haematoma can progress to partial or full thickness skin loss and may 

require long term wound management. For management guidance see appendix. 3. 

 

Management of Skin Tears  

Skin tears are painful acute wound defined as “a traumatic injury occurring principally on the 

extremities of older adults as a result of shearing or friction forces, which separate the epidermis 

from the dermis (partial-thickness wound) or which separate both the epidermis and dermis from 

underlying structures (full-thickness wound)” 19   (Appendix 6) 
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Standard for Documentation of Assessment 

Staff should undertake and document a full social and medical history as well as a wound 

assessment within 12 hours of admission or identification of a new wound, unless sepsis is 

suspected in which case ALL dressing should be removed immediately on admission. 

The Wound Management Care Pathway (WPH 1697 Derby sites only) and under Wound 

assessment on V6, should be used to document wound characteristics, care objectives, management 

and preventative interventions to help address symptoms or adverse factors which may delay 

healing of the wound. 

A Wound Management care plan and wound assessment located on Meditech V6 for the Burton 

sites, this documentation is required for all wounds as above.  

In the absence of a Wound Management Care Pathway documentation should include:  

• Type of wound and aetiology of wound if known 

• Location of wound 

• Size of wound 

• Appearance of wound bed; presence of slough, necrosis , granular tissue, hematoma’s or 

exposed tendons or bone 

• Description  and volume of exudate 

• Presence of infection, pain, malodour or foreign body. 

• State of surrounding skin and alterations in sensation. 

• The individual and their carer, if they permit, will be informed of the outcomes of the 

assessment and will be supported in the decision making for potential management options. 

• Ensure that pain is assessed and that interventions to help monitor and control pain 

effectively are in place.17 

 

Wound Swabbing 

Swabbing of ulcers for MRSA contamination should be undertaken at the earliest opportunity and 

again every 2 weeks. 
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If clinical signs of infection are present the swabs should also be sent for culture and sensitivity 

before antibiotics are started. It should be noted that routine MRSA swab request will not screen 

for other micro-organisms.  

• Routine swabbing of wounds is not recommended.15 Approximately 10,000 / 60% of wound 

swabs undertaken in our Trust are NEGATIVE (includes: colonised / skin flora) at a cost of 

over £100,000/year.  

• Ensure wound swabs are taken from the wound bed or under any loose debris.  

 

Aseptic Non Touch Technique / ANTT 9 

 

ANTT principles are to be maintained when dressing all wounds in order to reduce the risks of 

direct infection or cross contamination as per infection control standard.  

 

When dealing with more than one site separate sterile gloves should be worn for each one and 

separate dressing packs if the wounds are large. 

 

Avoid working over a likely source of contamination i.e. a stoma site. 

 

Some wounds may require two staff members to ensure that dressings can be applied without risk 

of falling or to avoid cross contamination. Staff should aim to dress such wounds when additional 

help is available. 

 

ALL wounds should be kept covered with a dressing or sterile dressing towel to prevent cross 

contamination if left for a period of time.  

 

Avoid removing multiple dressings for a Ward Round if so keep wound covered as above and 

redress as soon as possible. 
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Wound Cleansing 

The primary objective of wound cleansing is to remove foreign materials, debris and reduce bio-

burden.1 Wounds that have healthy granulating or epithelialising tissue do not routinely require 

cleansing as the wound’s exudate facilitates this.1  

 

Wounds should not be cleansed with products that potentially leave fibers in the wound e.g. cotton 

wool / cotton wool containing products. 

 

Where necessary chronic ulcers such as leg ulcers may be washed in tap water using a shower or 

washed in a bucket lined with a plastic liner.8 

 

The Trust recommends the use of sterile saline for wounds that that have been present for less than 

four weeks and those that require irrigation. 

 

Photographing wounds 

Staff should consider requesting consent from the patient/ relatives to arrange photographs to help 

support documentation and monitor progress17. It has become standard practice to photograph all 

hospital acquired pressure ulcers category 3 and above and ideally this should be done on 

admission or when ulcer first identified and prior to discharge. Community acquired pressure 

damage can be considered for medical photography particularly if the damage is significant or there 

are safeguarding concerns. Category 2 ulcers should also be photographed if over defuse areas, or 

are difficult to describe due to anatomical site.  

 

European Pressure Ulcer Advisory Panel (EPUAP) Pressure Ulcer Classification 

If a pressure ulcer has been identified, it should be classified using the EPUAP Classification12, and 

reported on Datix. Refer to the Pressure ulcer policy and guidelines for further details of prevention 

and management.  
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Classifying Other Types of Wounds 

ALL other wounds should be described as being either superficial involving the epidermis and 

dermis or full thickness if wound extends into the subcutaneous and fascia layers, or closed or open 

surgical wounds and haematomas i.e. 

• Full thickness leg ulcer or superficial skin tears.  

• Closed or open incision line or haematoma 

• Closed or de-roofed blister  

• Malignant masses/growths  

 

Evaluations of wound Management 

 Staff should document objective evaluations of the wounds progress at each dressing change and 

recognise and report if changes are better or worse. These changes should be recorded in the 

Wound Management Care Pathway and on the Wound Assessment form on V6.  

 

Reassess Interventions and Amend Care 

If the wound is not making expected progress, staff should reassess and amend care where 

appropriate, or if they are unable to determine the cause of failure to make expected progress, refer 

to TV Champion or appropriate multidiscipline/ specialist to assess and advice. 

 

Information and Resources to Support Discharge 

Referrals on discharge should be made to district nurse/practice nurse/ nursing home staff, 

providing relevant information to ensure continuity of care. A copy of the Wound Management Care 

Pathway can be sent with patients who have complex wounds.  

 

A supply of dressings to allow two dressing changes and appropriate pressure reducing / relieving 

equipment should be arranged to support discharge if required. 
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Function of Dressings 

 

Knowledge of how dressing work and their limitations is fundamental to appropriate selection and 

usage to provide the optimum wound healing environment.15,17 The Trust’s Dressings  

Formulary has been developed in collaboration with the East Midlands Tissue Viability Group using 

an agreed Wound Management Product Evaluation Standard Operating Procedure 

https://neti.uhdb.nhs.uk/az-nc-corp-nursing-tv-wound-care-formulary  

 

4.4. Management of Infected Wounds 

 

Patients presenting with wounds that are failing to heal or presenting with the classic signs of 

infection (see Appendix 4) or raised inflammatory markers should have a swab taken for culture 

and sensitivity; as well as, MRSA. Refer to Infection Control regarding the protocol for obtaining a 

wound swab. 

 

A swab for Microscopy, Culture and Sensitivity (MC&S) should be obtained prior to starting 

antibiotics for treatment of clinically infected wounds.10  

 

Routine use of antimicrobials or antiseptic dressings is not advocated, unless advised by the 

Infection Control Team for the purpose of decontamination of wounds colonised by MRSA or other 

bacteria.  

 

The Tissue Viability team keep a limited stock of antimicrobial dressings and may supply wards on 

an individual patient basis until adequate supplies can be obtained from pharmacy or NHS supply 

chain. 

 

Refer to the Leg Ulcer Guideline via NET-i for the First Line Management of Infected Leg Ulcers 

Pathway.  

 

 

 

 

https://neti.uhdb.nhs.uk/az-nc-corp-nursing-tv-wound-care-formulary
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Silver Antimicrobial Dressings  

 

Best practice standards indicate that antimicrobial products should only be used if clinical 

signs and symptoms of wound infection are present.16   

 

• These will be advised and prescribed if necessary by the Tissue Viability Nurse Specialist 

reviewing the patient  

• Antimicrobial dressings should be discontinued if the infection has not responded or 

resolved within two weeks and other treatment options should be considered.  

 

 

4.5. Monitoring Compliance and Effectiveness 

 

The Tissue Viability Team will monitor the appropriateness of referrals from clinical areas and 

target directorates with a high number of inappropriate referrals with additional education. 

 

Wound management, including outcomes will be monitored through audit; variations to practice 

will be monitored and reported to the individual clinical area. 

 

Complaints will be investigated by managers any identification of poor practice will be reported 

as a Serious Incident.  

 

Wound management training is currently “essential to role” on the learning passport. The Tissue 

Viability Specialist Nurse Advisors will support staff nurses and Link Nurses within the clinical 

area; as well as, monitoring wound care standards and staff education.  

 

4.6. Referral of patients for Tissue Viability assessment: 

• Referral to the Tissue Viability Specialist Nurse Advisor should be made when wounds 

are complex, deteriorating or fail to heal.  

 

• Wounds that need specialist management such as Maggot or Negative Pressure Wound 

therapy (NPWT).  
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• In instances where healing is not the expected outcome the Tissue Viability Specialist 

Nurse will advise staff on measures to improve the patient’s quality of life by dealing 

with the symptoms of the wound. 

 

• Patients meeting the Tissue Viability referral criteria should be referred electronically 

on the appropriate system. See TV web site for up to date information and referral 

guidance checklist (Appendix1) 

  

• Tissue Viability Specialist Nurses will seek clarification from clinical staff and give 

telephone advice for patients with simple wounds, whilst prioritising reviews of patients 

with complex wounds. 
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Tissue viability Web Site 

 

           Specific to These Guidelines 

  

• First Line Wound Management guidance for Infected Leg Ulcers 

• Topical Negative Pressure care plan and check list  

• Larval therapy care plan  

• Wound Care Pathway 

• Wound Care Formulary and Quick reference guide 
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Referral guidance checklist (Appendix 1) 

All sites  

 

What to refer Who to refer to How to refer 
Skin rashes, Un-resolving 

cellulitis, suspicious lesions or 
erosions 

Dermatology Consultant to Consultant 

Haematomas, closed or open 
Tissue Viability, Orthopaedics 

or Plastics 

Tissue Viability electronic 
referral 

Consultant to Consultant 

Traumatic injuries Orthopaedics Consultant to Consultant 

Dehisced surgical wounds 
Surgical team responsible for 

patient. 
Tissue Viability 

Direct referral to parent team 
Tissue Viability electronic 

referral 
Pressure ulcers category 2,3 

and 4 
 

Tissue Viability 
Tissue Viability via DATIX 

 
Pressure ulcers extensive, 

infected or complex ( need for 
debridement or adjunct 

therapy) 

Tissue Viability 
Tissue Viability electronic 

referral 
 

Diabetic foot ulcers ( within 24 
hrs of admission) 

Diabetic Foot Team 
(RDH/FNCH only) otherwise 

Tissue Viability 
 

Consultant to Consultant 
Tissue Viability electronic 

referral 

Necrotic toe’s / feet or lower 
limbs 

Diabetic Foot Team if diabetic 
(RDH/FNCH only) otherwise 

Vascular Surgery. 
Tissue Viability 

Consultant to Consultant 
Tissue Viability electronic 

referral 

Leg Ulcers 
Venous 
Arterial 

Vascular Specialist Nurse 
(RDH/FNCH only) otherwise 

 
Tissue Viability 

Via ExtraMed 
Tissue Viability electronic 

referral 
 

Fungating wounds 
Palliative care team, Tissue 

Viability, Surgical team if 
appropriate 

Palliative care team via 
ExtraMed 

Tissue Viability electronic 
referral 

Consultant to Consultant 

Rashes (oncology) Reactions to 
Chemotherapy or Radiotherapy 

within 6 weeks of treatment 
 

Oncology, 
Consultant to Consultant 

referral 

Skin tears, lacerations and 
Avulsion injuries 

Categories 3 (see Classification 
Guide) 

Tissue Viability, Plastic’s or 
Hand surgery Consultant 

Tissue Viability electronic 
referral 

Consultant to Consultant 
referral 

Abscesses General Surgery Consultant to Consultant 
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Pressure Ulcer Debridement Pathway (Appendix 2) 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Refer for review by Tissue Viability, for 

decision regarding debridement is felt 

to be necessary 

Consultant to Consultant referral to 

Plastic surgery: Jill Arrowsmith or John 

Daly for review 

NO 

YES  

TV team to conservatively debride and 

manage the wound 

Admit to a medical ward appropriate 

for the patients’ age and other 

comorbidities 

Antibiotics should be withheld unless sepsis is suspected. Not for MRI unless directed by a member 

of the debridement team 

Complex but otherwise fit patients with a long life expectancy will need a multidisciplinary 

meeting to determine the best options for the patients and whether that involves this Trust or 

possible referral on to other specialist services elsewhere 

Returned to medical ward and 

ongoing management by TV team 

and admitting ward 

Surgical debridement by on-

call consultant orthopaedic, 

general or plastic surgeon 

Not for surgical 

debridement 

Consider long term antibiotic 

treatment for osteomyelitis  

Patient admitted with a large sacral 

pressure ulcer Category 3 to 4  
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Pathway for the Management of open and closed Haematoma’s with 

in the Trust (Appendix 3) 

 

 

 

 

 

     

    

  

 

 

 

 

 

 

 

  

 

 

  

 

In high risk patients, a haematoma is a severe, acute wound which needs prompt action to stop the 
bleeding, reduce the extent of tissue loss and reduce the risk of systemic infection and sepsis. 

Haematoma’s can present as a bruise but also as painful, spongy, rubbery, lump like lesions; which can be 
small or large; deep within the tissues or just under the surface of the skin 

 

New, closed haematoma      

< 12hrs old 

• Mark the area with a 
marker pen and escalate to 
surgical team if the volume 
increases by > 2cm in 1 hr 

• Monitor Blood pressure, 
pulse and respiratory rate 
for signs of hypovolaemia 

• Elevate limb  
• Observe perfusion of 

extremities, escalate 
URGENTLY if compromised 

• Guard against further 
trauma.  

•  Escalate to the medical 
team if bleeding continues.  
 

Once clotting established  
• Protect the site 
• Refer to Tissue Viability 

for dressings and/or 
conservative debridement 
if appropriate.  

• Refer to appropriate 
speciality i.e. 
Orthopaedics, Plastics or 
Vascular.  

 

Established haematoma, with a 

solidified clot or eschar 

 

• Guard against further trauma 
• Monitor for signs of infection 
• Begin debridement process, 

using hydrogels 
• Refer to Tissue Viability for 

further conservative 
debridement and referral to 
appropriate speciality i.e. 
Orthopaedics, Plastics or 
Vascular.  

 

Large open haematoma’s  

• Monitor Blood pressure, pulse 
and respiratory rate for signs 
of hypovolaemia 

• Elevate limb  
• Observe perfusion of 

extremities  escalate 
URGENTLY if compromised 

• Guard against further trauma.  
• Refer to Tissue Viability for 

dressing’s advice and/or 
conservative debridement 
and advice on referral to 
appropriate speciality i.e. 
Orthopaedics, Plastics or 
Vascular.  

 

 
 

For all cases arrange Medical 

Photography and ensure a District 

Nursing referral is made for dressings 

or monitoring. Haematomas have the 

potential to progress to long term 

tissue loss 

For all haematomas complete the following  
Check bloods   INR, HB, Platelets, CRP, and WCC 
Check medication if possible stop anti-coag’s discuss with anti-coag team if unable to stop without risk 
Establish Cause of the haematoma blunt force trauma, spontaneous rupture of vessel etc.  
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Criteria and Management of Infected Wounds (Appendix 4) 

 

Classic signs of Infection  
• Redness (erythema, cellulitis) 
• Swelling, blistering 
• Localised heat  
• Increased pain 
• Increase in exudate (including pus, 

abscess) 
• Malodour 
• Systemic signs e.g. pyrexia 
• Increase in devitalised tissue 

(necrosis, slough) 
 

 
 
 
 
 
 
 

 
• Outline the affected area so as to help 

monitor spread of cellulitis. 
• Swab wounds for MC&S and MRSA. 
• Check inflammatory markers WCC and 

CRP. 
• Monitor and report pyrexia, 

tachycardia, reduced urine output, 
hypotension or increased pain 

• Record wound characteristics in wound 
management pathway 

Additional / subtle signs of infection 
• Delayed healing  
• Wound breakdown 
• Pocketing at wound base  
• Epithelial bridging  
• Friable granulation tissue  
• Discolouration of wound bed 
• Increased or unexpected pain 

 
 
 
 
 

 
• Assess for obvious factors which will 

delay healing. If none present refer to 
Tissue Viability for full assessment. 

• Rule out underlying aetiology such as 
osteomyelitis/ vascular impairment in 
static, chronic non-healing wounds 

Patients at high risk of infection 
•      Neutropenic patients 
• Diabetic patients 
• Patients with multiple co-morbidities 
• Patients with unmanageable 

incontinence 
• Patients receiving chemotherapy, 

radiotherapy 
• Patients with dirty wounds, example 

bites, RTA’s traumatic wounds/skin 
flaps, bowel surgery 

• Patients with compromised 
circulation 

• Patients with metal prosthesis 

 
 
 
 
 
 

 
• To reduce the risk of cross 

contamination ensure all wounds are 
covered at all times, and not left 
exposed 
 

• Extra vigilance is required to 
monitor wound progress as some 
patients will not exhibit the classic 
signs of infection. Diabetic foot ulcers 
should be monitored closely and 
reviewed frequently in Foot ulcer Clinic 

 

 

 

Prophylactic use of antimicrobial dressings should only be considered if there is an increased risk of infection.  

If Osteomyelitis is identified, the treating surgical Consultant should liaise with a Microbiology Consultant to determine 

appropriate management which may involve a combined approach of antibiotics and surgical removal of infected bone 

and tissue  

 

The Tissue Viability Team may be contacted for advice or referral at any category during this process. However this is 

essential if prolonged antimicrobial treatments are being applied. 
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Patient’s with MRSA: 
Implement the routine skin 
decontamination protocol. 

   

 

Chronic ulcers with suspected 
Biofilms present. Failure to heal 

despite optimal healing 
environment 

 

 

Clinical signs of infection or 
problem wound in a high risk 

patient group 

Swab wound(s) for MC&S and MRSA in all cases 

 

Decolonise wound with 
Prontosan wash For 5 

days, 30ml soaks   applied 
to wound for 10-15 

minutes  

Refer to Tissue Viability Team for 
full assessment of patient and 

factors that may delay healing and 
increase potential of Biofilm 

development. TVN will 
recommend appropriate 

management and dressings.  

 

Positive 
 

 

Negative result 
but has clinical 

signs of 
Infection. 

Once decolonisation completed return to 

appropriate dressings to manage symptoms. 

Re-swab for MC& S and as MRSA as protocol 

indicates. If swabs remain positive re-refer to 

Tissue Viability Team for review. 

1st Line Treatment 
Continue 1st line 

antimicrobials (wound 
care formulary) for 7 

days unless the wound 
deteriorates rapidly. 

 
 

 

Infection spreading into 
surrounding tissues 

Commence a broad spectrum systemic 
antibiotic therapy prior to swab 
result. The medical team should 

review result when available to check 
sensitivity. 

 

Continue or 

change antibiotics 

according to 

sensitivities. 

 

Antibiotic course 
completed re 
swab after 48 

hours. 

Clinical signs of infection persist and or positive swab 
result. 

Consult Microbiology regarding antibiotic treatment. Refer 
to Tissue Viability Team for 2nd line antimicrobials. 

2nd line Antimicrobials for 
7 days 

 
Wound progress to be 

monitored closely by the 

Tissue Viability Team or 

prescribing 

Consultant/Specialist. 

Wounds improved, 

reduced cellulites, swabs 

negative return to 

conventional dressings. 

Holistic Wound Assessment to determine signs of infection and aims and Objectives of 

wound Management 

Patients with infected wounds should be treated with a 1st line anti-microbial 
dressing 

 

If there is rapid 

deterioration or no 

progress contact Tissue 

Viability team for 

assessment and 2nd line 

treatments. 



 

 

   

 

 

    Patient name:       Hospital: RDH / FNCH 
   
    Hospital number:      Date: 
 
   Ward: 

 
   Clinicians name: (Print) ____________________   Position / Role____________________ 

 
    (Sign) _____________________ Contact number: __________________ 
 

Silver dressings are not for routine management of uncomplicated ulcers, or for acute wounds 
 

The purpose of using this dressing is to reduce the local bacterial load in clinically infected chronic 
wounds - if the patient is systemically unwell from the wound e.g. raised temperature, raised WCC, or if there is 

cellulitis or deep infection, systemic antibiotics should be used. 
 

Sorbsan Ag and Aquacel Ag (must only be used on wounds with medium to high levels of exudate). 
This authorisation is valid for 7 days ONLY; after this time the wound will need reviewing and a new proforma 

completed before further supplies of dressings can be ordered from pharmacy. 
These dressings should be discontinued when symptoms resolve, substituting with SORBSAN or AQUACEL or a 

non-adherent dressing as appropriate. 
 
Use of an antimicrobial dressing should ONLY be considered if THREE or MORE of the signs or symptoms 

below are noted 
 
Infected wound: (Tick the relevant boxes) 

 Static wound /delayed healing   Increasing / purulent exudate 

 Advancing erythema    Friable granulation Tissue 

 Heat (Inflammation)    Malodour 

 Oedema / swelling    Patient on systemic antibiotics due to a confirmed 

 Increasing pain at the wound site  wound infection 
Contraindications:  

❑ wounds that are dry 

❑ patient sensitive to silver or components of alginate/hydrofibre dressings 

❑ must be removed prior to RT / X-ray / MRI / Ultrasound / diathermy  
Dressing prescribed (Tick the relevant box)    
 
It is advised that the dressing is changed every 24 – 48 hours. 
 
First Line:   Sorbsan Ag (Silver Alginate dressing)     Second line: Aquacel Ag (Silver Hydrofibre dressing) 

 10 x10cm        10 x10cm  

 Silver ribbon   

           2 x 45cm 
 
Supplied by pharmacy:      Date: 
   

 

TV Authorisation:   YES  NO    TV Signature:_______________         

         

Further supplies:   YES  NO   Wound Review __________________ 

 

 

 

Appendix 5  AUTHORISATION FOR PRESCRIBING OF SILVER-BASED DRESSINGS 

  This Pro forma must be completed before Pharmacy will dispense the dressing 



 

 

         Appendix 6  

Classification of Skin Tears / Avulsion injuries & Nursing Management 

(STAR Skin Tear Classification System 2010 and ISTAP Skin tear classification (LeBlanc et al, 2018)) 

 

Type 1 
Skin tears without loss of tissue. the epidermal flap covers the 

dermis, or within 1mm of the margin 
      1a. linear type                          1b. flap type  

Type 2 
Skin tears with partial tissue loss 
  2a. 25% or less tissue los 
  2b. more than 25% loss of epidermal flap  

Type 3 
Complete tissue loss  

Exposure of underlying structures 

1a Skin can be  realigned without 
stretching to its normal position 
and is its normal skin colour 

1b Skin easily realigned to its 
normal position but the skin is 
pale, dusky or darkened 
 

2a Skin tear where the tissue 
cannot be realigned but the flap 
is viable (not discoloured) 

2b Skin tear where the edges 
can’t be realigned and the flap is 

not viable (pale, dusky or 
discoloured) 

3 Skin tears with complete loss of the 
flap (epidermal / dermal tissue). Due 
to the trauma or infection 
 

     

• Gently realigned edges of flap to surrounding skin without tension  
• Apply a non-adherent wound contact dressing, and leave intact 

for 5-7 days.  Protect with a silicone foam adhesive or pad and 
bandage if the surrounding skin is fragile 

• Change more frequently if exudate levels high, removing the 
dressing in  

• Monitor for signs of infection  

 

• Do NOT attempt to realign the flap to surrounding skin; gently 
spread it out using moistened gloved finger. 

• Apply non-adherent  primary dressing e.g.: Atrauman  or  
Atrauman silicone/ Siltex 

• Cover with absorbent non adhesive dressing pad. Secure with 
a tubular bandage or wool and bandage 

• Leave primary dressing intact for 3-5 days Change outer 
dressing as exudates indicates. 

• Elevate limb to reduce swelling 
• Monitor for signs of infection 
If flap becomes devitalised, it will need removal by the medical 

team or TVN’s and re classification as stage 3. 

 

• Treat conservatively as for class 1a, 
2a, 2b injuries if damage superficial  

• May require more absorbent 
dressings  e.g. Alginates with Non 
adherent secondary dressing  

• Refer to Tissue Viability if 
devitalised tissue becomes a 
problem 

• Monitor for signs of infection.  

IF THE PATIENT IS PYREXIAL OR THERE IS INCREASED 

CELLULITIS, PAIN OR OFFENSIVE EXUDATE 

• Swab and give antibiotics as indicated from culture 
• Refer to Tissue Viability for further advice re dressings / 

removal of superficial devitalised tissue. 

In all cases establish haemostasis as priority. Assess wound and record in the Wound Management Care Pathway.  

Establish the cause and implement interventions.  

All Extensive or deep tissue loss on the hand should be referred to the hand surgery team. Other 

area of extensive or deep tissue loss which exposes underlying structures should be referred for a 

Plastic’s opinion for possible skin graft and Tissue Viability for management advice.  


